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We report a motorcyclist who presented with a right empty hemiscrotum with ecchymosis and swelling
after sustaining straddle injuries in a motorcycle collision. A tender soft mass was palpable in the right
groin on physical examination. The ultrasound image revealed a right dislocated testis within the
inguinal canal; it had a normal size and echotexture. Manual reduction was unsuccessful. The patient
underwent surgical exploration and reduction. He recovered well after undergoing orchidopexy. Two
weeks later, the follow-up physical examination at the outpatient clinic was normal. Traumatic testicular
dislocation is a rare occurrence after blunt scrotal trauma and is easily overlooked. Manual reduction of a
dislocated testis has a low success rate and may overlook coexisting injuries. Early surgical exploration
and testicular repositioning are necessary to preserve the testis and avoid coexisting injuries.
Copyright  2014, Taiwan Urological Association. Published by Elsevier Taiwan LLC.
Open access under CC BY-NC-ND license.1. Introduction presented to the emergency department after a trafﬁc accident. HeTraumatic testicular dislocation is a relatively uncommon
complication of blunt testicular trauma. A dislocated testicle usu-
ally results from straddle injuries sustained in a motorcycle colli-
sion; a cremasteric muscle spasm is a major contributing factor.1
Manual reduction of the dislocated testis is a quick, convenient
treatment option, but it has a very high rate of failure and may
overlook coexisting injuries.2e4 We report a motorcyclist who
presented with a case of right empty hemiscrotum and dislocated
testis in the groin after a trafﬁc accident. A manual reduction was
initially performed without success. Early surgical exploration and
testicular repositioning were performed successfully to preserve
the testis and avoid coexisting injuries.2. Case Report
The patient was a 27-year-old male motorcyclist with no med-
ical or surgical history and no genitourinary problems. Hesticular dislocation is a rare
rlooked. Manual reduction of
verlook coexisting injuries. It
d testicular repositioning to
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lin Road, Douliou City, Yunlin
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ciation. Published by Elsevier Taiwreported that during the accident hismotorcycle collidedwith a car,
and he was knocked against the handlebar and thrown over the
motorcycle. He complained of pain in the right scrotum with the
right testicle absent in the scrotum.
At presentation, the patient was fully conscious, oriented, and
hemodynamically stable. On physical examination, there was an
empty and high-riding right hemiscrotum with ecchymosis and
swelling over the scrotal wall. A tender soft mass was palpable in
the right groin (Fig. 1). The examination of the left hemiscrotum
was normal.
An ultrasound was performed for further evaluation, which
revealed that the right testis was located in the inguinal canal; it
was normal in size with normal echotexture and no focal lesions
(Fig. 2). The left testis was intact and in its normal position in the
scrotal sac.
The patient was administered analgesia with narcotics and a
manual reduction was attempted in the emergency department.
However, the procedure failed because of marked swelling of the
scrotal wall.
In the operation theater, manual reduction was also unsuc-
cessful after the patient was placed under general anesthesia.
Therefore, the groin and scrotal area were surgically explored.
The right testis was in the inguinal canal. It had a normal
appearance with minimal scrotal hematoma and torn subcu-
taneous fascia. The dislocated testis was reduced back into the
scrotal sac and ﬁxed to the dartos muscle (i.e., orchidopexy). The
patient recovered well and was discharged on the secondan LLC. Open access under CC BY-NC-ND license.
Fig. 1. There is a tender soft mass palpable in the right groin (arrow). An empty and
high-riding right hemiscrotum is also inspected. There is ecchymosis and swelling over
the scrotal wall (arrowhead).
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outpatient clinic was normal.3. Discussion
Traumatic testicular dislocation is a relatively uncommon
complication of blunt testicular trauma. It is deﬁned as displace-
ment of a normally located testis out of the scrotal sac. It was ﬁrstFig. 2. Color Doppler ultrasound shows the dislocated testis, which appears with
normal echotexture within the right inguinal canal.described by Claubry in 1809 .5 Most cases result from straddle
injuries during motorcycle collision accidents when the rider is
propelled forward with traumatic impact of the perineum and
scrotum over the fuel tank or handlebar.
Dislocation of the testis is commonly unilateral. However, it is
bilateral in approximately 30% of patients. It usually presents soon
after the injury, but has been reported to occur 4 days after a scrotal
trauma.5 The most common site of dislocation is the superﬁcial
inguinal region, which accounts for 50% of cases. Other possible
sites reported in previous studies are the pubic, penile, canalicular,
truly abdominal, perineal, acetabular, and crural regions.5 The most
common factor contributing to the dislocation of testis is a spasm of
the cremasteric muscle, which can forcefully retract the testis out of
the hemiscrotal sac. The presence of underlying anomalies such as a
wide external inguinal ring, an indirect inguinal hernia, and atro-
phic testes can be additional predisposing factors.1
Clinical assessment of the dislocation often begins with a
physical examination. Ultrasonography is traditionally the primary
investigation used to evaluate testicular trauma. Hematoceles and
hematomas are common injuries that accompany testicular dislo-
cation, and color Doppler imaging can help assess the blood ﬂow of
the testis and exclude coexisting conditions such as testicular
rupture, torsion, or epididymal avulsion.1,4 In difﬁcult cases,
computed tomography may be needed to locate the testis.
Manual reduction is the initial treatment of choice for a normal
testicle without coexisting injuries, but is reportedly successful in
only 15% of patients because of a small size defect in the spermatic
cord layers and edema of the scrotal wall after a trauma.2 Kocha-
karm et al3 reviewed 36 patients who had experienced traumatic
testicular dislocation from 1975 to 1997. A closed reduction under
general anesthesia was successful in only 14 patients.3 Delayed
reduction of a dislocated testis in postpubertal men has been re-
ported to impair spermatogenesis, which is usually detected after 4
months of dislocation.6 The histological changes in these patients
are hyalinization and atrophy of seminiferous tubules, absence of
sperm or spermatid formation, presence of germ cells, and an in-
crease in alternative germ cells.7 An improvement in spermato-
genesis has been reported after orchidopexy.6,7
Surgical exploration and orchidopexy should be performed
early to evacuate the hematoma, repair lacerated tissue, and ﬁx the
testicle after repositioning it. In our patient, a manual reduction
attempt failed in the emergency department and in the operation
theater with the patient under general anesthesia. The failure may
have been because of marked swelling of the scrotal wall and/or a
small size defect in the superﬁcial inguinal ring. A surgical explo-
ration of the inguinal and scrotal regions has advantages in its
ability to identify the dislocated testicle and treat coexisting
injuries.
Previous studies have recommended surgical intervention
because of the possibility of coexisting injuries of the testis and the
poor success rate of manual reduction.3,8 Successful reduction of
the dislocated testis back to its normal anatomic position is
necessary for immediate pain relief and to avoid irreversible
testicular injury. In our experience, the results of surgical repair
were encouraging and the patient had a fast recovery, immediate
pain relief, and minimal morbidity after the procedure.
In conclusion, traumatic dislocation of the testis is a rare and
easily overlooked complication after blunt trauma. A complete
physical examination is strongly recommended to identify it. A
Doppler ultrasound is usually the ﬁrst test used to locate and
evaluate the testis. Manual reduction can be an initial intervention,
but it has a low success rate. Early surgical intervention is essential
to locate the displaced testis, manage coexisting injuries, and place
the dislocated testis back to its normal anatomic position to relieve
pain and avoid irreversible testicular injury.
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